Dizziness is a term used to describe a range of symptoms, but is rarely a sign of a serious disorder. Usually the patient describes vertigo, however they may be referring to a presyncopal sensation or disequilibrium. Clinical evaluation will determine whether the dizziness is vestibular or non-vestibular in origin and then whether the dizziness is peripheral or central in origin. The common causes of vertigo are benign positional vertigo, Ménière's syndrome, vestibular neuritis and migraine.
Introduction
Dizziness is a common symptom in general, specialist and hospital practice. Although it is rarely a sign of a life-threatening or serious disorder, it may be incapacitating and result in lost productivity and reduced quality of life. Usually patients complaining of dizziness are referring to vertigo -a sensation of self or environmental motion. Other possibilities exist, for example a light-headed, faint or presyncopal sensation, and sometimes the patient will be actually referring to a gait imbalance. Taking a thorough history will usually clarify the nature of the complaint. Occasionally a slight vestibular disturbance or a slight impairment of cerebral perfusion will produce a rather vague symptom that even the most eloquent of patients will have difficulty describing and will therefore present quite a diagnostic challenge.
Clinical assessment -history
A framework of questions in the clinician's mind will serve as a guide in analysing the patient's complaint.
Is the dizziness of vestibular origin or non-vestibular origin?
Dizziness of vestibular origin (vertigo) is usually provoked or aggravated by movement and improved or relieved by rest (sitting or lying down). Its many causes (Table 1) 
If the patient has vertigo, is it peripheral or central in origin?
Although recurrent isolated vertigo is usually peripheral and benign, this is not always the case. Central vestibular disorders include brainstem lesions and multiple sclerosis. Both the clinician and the patient want to rule out a serious cause, but localising the source of vertigo may be difficult.
The occurrence of associated symptoms may help localise the origin of the vertigo. For example, symptoms such as deafness, tinnitus and aural fullness or pressure might suggest a labyrinthine cause, whereas symptoms such as headache, diplopia, facial/limb paraesthesiae, weakness or clumsiness, dysarthria or dysphagia might suggest a neurological cause.
The temporal profile of vertigo is important in analysing the patient's symptoms. Vertigo lasts less than one minute in benign 
Is the vertigo spontaneous or provoked?
The circumstances that provoke the symptom of vertigo may 
Clinical assessment -examination
A patient with dizziness requires a thorough neurological, otological and cardiovascular examination, including supine and upright blood pressure measurements, particularly if the cause of the dizziness is not apparent from the history.
Clearly an abnormality in any of these systems will direct any further investigation and may lead to the diagnosis. For example, an examination for signs of infection may find vesicles near the external auditory canal which would suggest herpes zoster as a cause of dizziness. Frequently, however, many patients with recurrent isolated dizziness will not display any obvious abnormality, particularly if they consult between symptomatic periods.
Nystagmus
If the patient has nystagmus, specific note should be made of the trajectory. Purely vertical or torsional nystagmus suggests a central lesion, whereas a mixed horizontal/torsional nystagmus suggests peripheral vestibular nystagmus.
Note whether the nystagmus is direction changing or direction Acute severe vestibular insults such as vestibular neuritis may produce nystagmus, which is obvious in the acute phase, but in many cases this rapidly attenuates over 24-48 hours. The nystagmus may then only be apparent with special techniques.
One such technique involves using the ophthalmoscope to observe the nystagmus (movement of the optic disc and retinal vessels) while occluding the other eye to remove visual fixation.
Vestibulo-ocular reflex
Assessment of the vestibulo-ocular reflex is useful in confirming a peripheral origin of vertigo. It is also useful in determining which labyrinth is abnormal. The vestibulo-ocular reflex can be assessed by performing the head-impulse or head-thrust test.
This test involves asking the patient to fixate on the examiner's nose. The examiner then rapidly rotates the patient's head to either side (after excluding any significant neck problem). A 10-20º movement is usually sufficient. In healthy people the eyes remain fixed on the examiner's nose regardless of the head position.
In a patient with a labyrinthine lesion, the eyes will move with the head when turned to the side of the lesion and then after a short delay the visual system will trigger a quick corrective eye movement back to the examiner's nose. This quick corrective eye movement is the abnormality sought when undertaking the test. The test will also be abnormal when the head is thrusted to either side in a patient with bilateral peripheral vestibular disease, for example gentamicin vestibulotoxicity.
The head-impulse test is also useful in the differential diagnosis of cerebellar infarcts and vestibular neuritis. The test is positive in vestibular neuritis, but negative with a cerebellar infarct.
Visual acuity
Testing the dynamic binocular visual acuity is an additional method of determining whether there is bilateral peripheral vestibular disease. In healthy people the dynamic binocular visual acuity is similar to the static visual acuity. If they can read the 6/6 line on the Snellen chart then they will still be able to read the same line while their head is moving to and fro at approximately two cycles per second. In patients with bilateral peripheral vestibular impairment the visual acuity often drops several lines from the static to dynamic condition, for example from 6/6 to 6/36 or 6/60. Normal dynamic visual acuity does not rule out a unilateral vestibular lesion.
Hallpike manoeuvre
The Hallpike positional manoeuvre is a particularly important 
Treatment of specific causes
The most effective treatment of vertigo is treatment of the specific cause if it can be identified ( Table 2) .
Benign paroxysmal positional vertigo
Benign positional 
